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The Norwegian Center for Child Behavior Development was established by the Norwegian government in 1998 to strengthen our knowledge of and improve our competence in working with children and young people with conduct problems. The center's Department of Child Program Development was given a twofold mandate: 1) to strengthen competence in the specialist treatment services for young children with conduct problems (3-12 years of age) at the county level (i.e., child psychiatric health care and child welfare) through the nationwide implementation of the Parent Management Training-Oregon model (PMTO); and 2) to make the evidence-based knowledge and principles of PMTO available in various settings and arenas in municipality-based services for children. To address the first part of the mandate, the center developed a Norwegian therapist training program, in collaboration with the US founders of PMTO (Solholm et al. 2005) , and implemented PMTO throughout all the health regions in Norway. For a more detailed description and discussion of the implementation of PMTO in Norway, see Ogden et al. (2005) .
The main focus of this article is the second part of the mandate, the development of an early intervention program for use in municipalities, based on the principles of PMTO. The program is designated "TIBIR", an acronym for a Norwegian phrase that translates to English as "Early Initiatives for Children at Risk". TIBIR was developed in an effort to scale up evidence-based interventions for wider public use. The development of the program is firmly based on the research and theoretical formulations of Gerald Patterson and Marion Forgatch and their colleagues at the Oregon Social Learning Center, but is also influenced and inspired by other programs, including the Incredible Years (Webster-Stratton and Herbert 1994) , Fast Track (Bierman et al. 1992) , The Under 12 Outreach Project for Antisocial Boys (Webster et al. 2002) , and Triple P (Sanders et al. 2000) .
TIBIR reflects the premise that effective interventions should be systematic and tailored to address problem behavior, and should target the main social arenas in which the problem behavior occurs (e.g., home, kindergarten, or school) (Biglan et al. 1994 ). TIBIR should not be thought of as a complete and fully developed program, but rather as a framework which should be supplemented and strengthened by relevant, evidence-based interventions depending on program effectiveness, and the success of the implementation.
The emphasis on evidence has led to extensive research on TIBIR. Currently, three randomized effectiveness trials have or are being conducted. We briefly describe here the theoretical rationale and some of the practical considerations behind the design and content of the program and the six different program modules. We also describe previous, current, and future research into the program and briefly discuss some of the challenges we face.
Theoretical Rationale of the Program

Early Onset of Behavior Problems and Prognoses
Severe conduct problems may originate from prenatal and perinatal risk factors (inherited or acquired) that impair the child's nervous system, which are manifested early in the child's life as cognitive deficits, neurological abnormality, attention problems, hyperactivity and delayed motor development (Moffitt 2006) . According to Moffitt conduct problems are more likely to become persistent due to early difficult child behavior originating from neuropsychological vulnerabilities that provoke negative behavior (e.g. harsh discipline) from parents. Moffitt's theory states that both child neuropsychological factors and family adversity (e.g. ineffective parenting practices) are prerequisites for severe and persistent conduct problems.
Longitudinal studies have shown that adolescent and adult antisocial behavior and criminal activities often have their roots in conduct problems that begin in early childhood (Moffitt 2006 ; Young children who show pervasive and chronic behavior problems, are often referred to as individuals with "early-onset" problems (Patterson and Yoerger 2002) or as "life-course-persistent antisocial" individuals (Moffitt 2006) . Longitudinal research has indicated moderate to strong continuity of problematic behavior in children who start to exhibit frequent, severe, and pervasive externalizing behavior at 2-3 years of age (Campbell et al. 1994) . In one study, 71 % of subjects labeled "chronic juvenile offenders" had displayed the early-onset trajectory (Patterson et al. 1998) . Children on this path are at risk of continuing on the trajectory toward many problems as adolescents, including peer rejection, delinquency and early arrest, dropping out of school, interpersonal violence, substance abuse, and internalization problems (Moffitt 2006; Patterson and Yoerger 2002) . Left untreated, 50 %-75 % of these children will continue to exhibit severe behavior problems and antisocial behavior in adolescence (Nixon 2002) .
As discussed below, the findings that conduct problems often starts early in life and have strong continuity have influenced how the interventions in TIBIR were designed and where they are offered. In concrete terms, the interventions of TIBIR are implemented in a variety of primary care settings (i.e., public child health clinics, schools, kindergartens, and child welfare services) to increase the availability of systematic identification and assessment, and to allow the interventions to reach as many individuals in the target group as possible.
Parent-Child Interactions and Parent Practices
According to the social interaction learning (SIL) model, aggressive and aversive behaviors occur if they successfully block the attempts of other family members (e.g., parents and siblings) to change or control an individual's behavior (Patterson 1982) . Coercive cycles of family interactions are initiated when the aggressive behavior of children is negatively reinforced. In families with an antisocial child, aggressive and coercive behaviors often provide the most effective strategy with which to "win" conflicts, and they therefore become a frequent part of family life (Snyder and Patterson 1995) . With time, bidirectional coercive interactions in the parentchild dyad become habitual and the child learns that aversive behaviors are functional, whereas socially competent behaviors are not (Forgatch and Martinez 1999) . Children in these families are therefore doubly handicapped in that they learn patterns of coercion, but not the skills of social competence. According to the SIL model, coercive parent-child interactions constitute the most proximal foundation for persistent conduct problems. Parenting practices are at the next level of proximity and constitute the parents' contributions to family coercion (Patterson 1982) . Therefore, the parenting interventions in TIBIR are intended to reduce contribution to coercion by replacing negative parenting practices with positive.
Parenting practices have been found to positively influence child adjustment (DeGarmo et al. 2004) . Longitudinal and experimental studies have suggested that discipline, monitoring, positive involvement, skill encouragement, and problem solving appear to be central dimensions of parenting (Forgatch and Martinez 1999) . Therefore, the core components of the parent training interventions in TIBIR are directed toward enhancing central parental practices, such as those mentioned above.
The Deviant Friendship Process
As children continue on a trajectory of antisocial behavior from early childhood to elementary school, peers become important socializing agents. Although the SIL model maintains that parenting is a causal and proximal variable in child conduct problems, it also suggests that peers make a unique, causal, and proximal contribution to the development of persistent conduct problems and delinquency (Dishion and Patterson 2006) .
The influence of peers, or the deviant friendship process, starts early in childhood and accelerates in adolescence (Dishion and Patterson 2006) . Early-onset children who have been trained in coercion and aggression and lack social competence as a result of family socialization are at risk of being rejected and disliked by the normative peer group as early as preschool, and will actively seek peers with conduct problems (Ingoldsby et al. 2006) . Preschool and elementary school settings can therefore amplify processes already initiated in the family, leading to new and often more serious forms of antisocial behavior (Snyder et al. 1997) . Therefore, reducing these children's involvement with antisocial peers and their tendency to use negative social skills is a high priority of TIBIR. A social skills training intervention that directly targets at-risk children and a consultation intervention that targets school and preschool teachers have therefore been developed within the TIBIR program. Whereas the former focuses on improving the child's individual social skills, the latter is more concerned with the child's compliance within the larger group, and helps teachers prevent the social exclusion of at-risk children.
Prevention and Treatment Intervention
The prevention and treatment of conduct problems have long been a challenge in Norwegian municipalities because of the complexity of the problem, differences in terminology, and differences in or lack of competence among the services provided by the municipalities (Zeiner et al. 1998) . Effective interventions may be hampered by a lack of systematic cooperation between various services, even though interservice cooperation is highly recommended and pursued. Consequently, children with conduct problems run the risk of being identified (too) late. Furthermore, the type, extent, and quality of the interventions vary according to where and by whom the problem is first identified. Although in many cases, children with behavior problems require interventions that address several areas, they often receive interventions limited to one service only (e.g., school-based intervention). Therefore, the interventions they receive might be insufficient. It is central in TIBIR to increase the likelihood of rapid intervention and to facilitate cooperation between the municipality services and the counties' specialist services by strengthening the treatment competence in the municipalities.
According to McMahon et al. (2006) , the prevention of conduct problems has attracted increasing interest and attention over the past 20 years because of advances in our understanding of the developmental pathways of conduct problems and the risk factors and protective factors associated with these pathways. Addressing these factors through targeted interventions is one of the main objectives of programs that treat and prevent behavior problems. McMahon et al. (2006) describe two broad classes of preventive interventions for conduct problems: 1) early intervention programs for infants and preschool-age children that focus on risk factors and protective factors (and not the problematic behavior per se); and 2) interventions that specifically target behavior problems and focus on young people ranging from preschool age to early adolescence. Whereas the first class of interventions includes both universal and selective intervention programs, the second roughly corresponds to interventions at the selected and indicated level. TIBIR, in its present form, belongs to the second class of interventions.
TIBIR can be considered a community-wide program because it includes interventions that reach out to all children in the target group in the municipality in which the program is implemented (Hawkins et al. 2002) . Consequently, TIBIR is not a universal prevention program offered to every child and family.
TIBIR aims to offer interventions as early as possible within the defined target group, both in terms of the children's age and the severity of behavior problems. Interventions for children below the age of 3 would require other interventions, such as the Family Check Up (Dishion et al. 2008 ) and ParentChild Interaction Therapy (Schuhmann et al. 1998) . The workers in the services in the municipalities who implement TIBIR are trained to identify children at risk and to offer these children a variety of effective and tailored interventions to prevent the development of severer conduct problems. TIBIR offers both brief interventions to children displaying the precursors of antisocial behavior, and longer and more intense treatment interventions to children with a moderate to high risk of developing behavior problems.
The municipalities are the natural TIBIR arenas because they constitute the country's basic political and administrative units and are responsible for basic public services for children (e.g., child health centers and psychological services). The public services are usually free or inexpensive. Differences in the population sizes in the municipalities (ranging from a few hundred to nearly 600,000 inhabitants) and the consequent ways in which the services are organized represent a challenge for TIBIR. The solution to this challenge has been to adapt the program to the existing structures of the child services in each municipality and to systematically train key personnel in each service to identify and provide interventions for children with behavior problems. Our aim has been to make different services more competent, first in terms of identifying, registering, and managing behavior problems, and then in securing systematic interservice cooperation through a common terminology based on the concepts and principles of the SIL and PMTO models. One of the main responses in the feedback from the participants in the municipality where the pilot study of TIBIR was conducted (Kjøbli and Sørlie 2008) , was that the implementation of the program increased the level of common terminology and understanding of conduct problems. This again resulted in more frequent contact and cooperation between service areas. Common terminology and understanding of conduct problems has since been addressed in the training of all interventionists in TIBIR, regardless of which module they participate in.
The TIBIR Program
The program consists of six modules: a multiple-gate assessment tool for early identification and five interventions. Three modules, PMTO, PMTO Parent Group (PMTO PG) and Brief Parent Training (BPT), target parents; one module, Teacher Consultation (TC), focuses on other significant adults in important arenas, such as schools and kindergartens; and one module, Child Social Skill Training (CSST), is designed to improve the child's social skills. The modules of TIBIR are intended to both supplement and compensate for one another.
Each module consists of: 1) the training of key personnel (teaching and case supervision); 2) training and intervention manuals and other teaching materials; and 3) the actual intervention. Common to all modules are their basis on the PMTO teaching principles and their strong reliance on exercises and skills training (role-plays and home assignments), in addition to short introductory lectures and group and plenary discussions.
As shown in Table 1 , the training varies from six seminars spread over 18 months, with weekly supervision (individual PMTO therapy), to a 2-day supplementary course (PMTO PG). With the exception of PMTO, the modules have been designed as (relatively) short-term training periods, to ensure the swift implementation of the intervention in the municipality. The training procedures and interventions are described in separate manuals.
Assessment and Early Identification
Two assessment procedures have been developed, one for children aged 3-6 years and one for children aged 6-12 years. Both procedures consist of a combination of screening and in-depth interviews and questionnaires. Children who are identified during the screening procedure as being at risk are further assessed to determine the appropriate intervention or combination of interventions required.
The identification of children at risk requires a screening procedure that is implemented within agencies and reaches most of the child population, thus maximizing its availability (Hoagwood and Koretz 1996; Spoth et al. 2002) . Such an implementation strategy may also reduce the social stigma associated with seeking help from a mental health service or child protection service (Turner and Sanders 2006) . Based on this knowledge, public child health care centers have been chosen as the main location for the implementation of the screening procedures in TIBIR for the youngest age group. In Norway, public child health care is a wellestablished service, offered to all children at standardized intervals during their preschool years. The health nurses working in the health centers have a long tradition of assessing child health and development, and in general, parents have great confidence in their knowledge and skills (Norwegian Board of Health Supervision 1998).
The multiple-gate assessment procedure for the youngest age group starts with an introductory parent interview, in which parents are asked if they are comfortable with their role as parents and/or if they can identify specific challenges in the upbringing of their child. The answers to these questions will either terminate the interview or lead to a structured and more elaborate questioning process that assesses family resources and difficulties, child behavior problems, and parents' explanations and management of their child's behavior problems. In addition to the parent interview, the health nurse also observes the parent-child interaction, and if risk factors are identified, the parents will be asked to complete a Norwegian translation of the Eyberg Child Behavior Inventory (ECBI) (Eyberg and Pincus 1999) and the Parental Stress Scale (PSS) (Berry and Jones 1995) .
Both the introductory interview and more elaborate questioning process have been adapted to the form of contact the health nurses and other interventionists usually have with the families. Questions about the children's conduct problems represent a rather small adjustment in the nurses' usual way of working, and thus increase the possibility of a successful implementation of the assessment procedure. Although the questions and follow up questions are not in form of a standardized instrument, the questioning process is standardized and central in the training of the health nurses in TIBIR. A study on the validity of the assessment procedures in TIBIR is currently being conducted.
Although the criteria for offering families BPT, PMTO PG and PMTO are not clear cut and subject to clinical judgment, the main aim of the assessment procedure is to identify potential risk factors. If several risk factors are present (e.g. problem severity, negative parent attitudes, negative interpretation of child behavior, parent feelings of powerlessness) the child will most likely be offered PMTO or PMTO PG. Similarly, a child who does not benefit from receiving BPT can receive one of the PMTO interventions.
At 6 years of age, most children will be attending school or be in the process of finishing preschool. Children with behavior problems identified by parents, the school health service, or teachers are usually referred to the school psychological service. Some children might also be registered with the child welfare service. The parents will be asked to complete the ECBI and PSS, and the teachers will be asked to complete the Teacher Report Form (Achenbach and Rescorla 2001) . The completion of these instruments is followed by interviews, and together they form the basis for assigning the families to different interventions or combinations of interventions.
Parent Management Training-Oregon Model (PMTO)
This intervention is offered to families in which the children have already developed serious behavior problems, although it is not necessary that they have been given a formal diagnosis. The goal of PMTO is " to empower parents in their use of positive parenting strategies and to reduce their reliance on more coercive approaches" (Forgatch and Patterson 2010, p. 166) .
In PMTO in Norway, the therapist sees the parents regularly, in approximately 20-30 weekly sessions, depending on the family's need and the duration and severity of the problem (Kjøbli and Ogden 2009; Ogden and Hagen 2008) . The child will be included to varying degrees, depending on the preferences and needs of the family and therapist. The sessions are more principle driven than agenda driven, and last for about 60 min. According to Forgatch and Patterson (2010, p.162) , each session should "begin with a warm up phase followed by a review of home practice assignment, incorporating troubleshooting and adjustment as necessary; the introduction, practice, and tailoring of new material; and close with a new home practice assignment" During PMTO, families will undergo training in five central positive parenting practices that have been found to influence child behavior problems: skill encouragement, limit setting, monitoring, problem solving, and positive involvement. PMTO does not include a separate module on proactive parenting, (e.g. Gardner et al. 2007 ) but this topic is particularly central in the core component positive involvement. Moreover, proactive parenting is an important and integrated part of the ongoing dialog between parents and the therapist, regardless of module.
The first sessions follow a defined sequence: 1) an introduction to change, which focuses on the family's strengths and resources; 2) giving effective directions; and 3) teaching through encouragement. This is typically followed by limit setting or emotional regulation, depending on the family's problems and needs. The subsequent sequence of components is more flexible, and includes monitoring, problem solving, promoting school success, and positive involvement.
The Norwegian therapist training program consists of six seminars and at least five supervised cases during a period of 18 months. Supervision is given in groups of up to five participants and is led by a certified PMTO therapist. Certification is based on four videotapes and is evaluated with a special therapist scoring system, the Fidelity of Implementation Rating System (FIMP) . The certification period lasts for 3 years, and therapists must renew their certification by documenting treated cases, seminar participation, and maintenance supervision.
Children with conduct problems display a wide range of symptom combinations and the expression of symptoms also varies with sex and age. Also, children with conduct 
PMTO Parent Group (PMTO PG)
The PMTO PG is an intervention consisting of 12 weekly sessions, each 2.5 h, targeting parents of children who show signs of or are at risk of developing behavior problems. The maximum number of participants is 16 (the parents of eight children). The parents are assigned to this intervention through the assessment procedure described above. The PMTO PG intervention builds directly on the individual PMTO and the group interventions for single mothers and stepfamilies developed at the Oregon Social Learning Center (Forgatch and DeGarmo 1999) . The intervention addresses the same parent practices as individual PMTO (see above). These topics are considered in a mixture of introductory discussions, demonstration role-plays, participant role-plays and discussions, and home assignments. The intervention is described in a manual that supplements the individual PMTO handbook.
The groups are led by two group leaders, at least one of whom must be a PMTO therapist. The other can be a trained Brief Parent Trainer. All group leaders must have completed a 2-day course, in which they go through the manual and are prepared to use the PMTO group format. Traditionally, both child health centers and school psychological services have hosted various parent groups and these are also likely venues for PMTO PG. In some instances, PMTO PGs could also be arranged by the child welfare service.
Individual tailoring is difficult in a group setting where each meeting has a predetermined content. In TIBIR, it has been found necessary to compose PMTO groups without too much heterogeneity between cases, and in some case, when families have been found not to respond well from the group-format they have been referred to individual PMTO.
Brief Parent Training (BPT)
If parents indicate during the assessment procedure that they might need counseling because they have trouble managing a demanding child or are unsure of their own parenting skills, they will be offered BPT. This intervention consists of 3-5 sessions with a certified Brief Parent Trainer (usually a health nurse) and aims to develop the relevant parental skills required to manage their child. The parents are trained in skills appropriate to the problems described in the assessment procedure. Families with children who have developed more severe and extensive behavior problems will be offered individual or group PMTO therapy.
The training in BPT consists of a course of nine 1-day sessions addressing basic PMTO skills and practices. The days are distributed over a 6-month period and are followed by 6 months of supervision of cases. The supervisors are PMTO therapists. The training and intervention are described in a manual and parental materials have been developed.
Teacher Consultation (TC)
Children identified as having behavior problems at school or kindergarten will be offered a TC intervention. This intervention consists of six to eight consultations offered to classroom or preschool teachers that focus on the design and implementation of classroom and individual strategies and techniques aimed at stopping or reducing conduct problems and at promoting prosocial behavior. Personnel in schools and school psychological services who work as consultants to classroom or preschool teachers can also participate in this training. This could include staff within the school system itself or in the school psychological service. The training presupposes that they are Brief Parent Trainers or PMTO therapists.
The training period lasts for 4 days, and addresses behavior problems in school and kindergarten, the role of consultants, the assessment of behavior problems in school and preschool settings, compliance, skill encouragement, various skills and techniques that promote prosocial behavior, and the management of behavior problems. For all modules, training combines lectures, role-play demonstrations, and various exercises and home assignments. The participants receive case supervision on their first cases.
Child Social Skills Training (CSST)
In this module, school assistants and other personnel working directly and individually with behaviorally disordered children are trained to teach social skills. The aim is to reduce the reinforcement of antisocial strategies and contact with deviant peers and to reinforce the use of prosocial skills. CSST consists of 8-10 sessions in which the child is trained in positive social skills. The skills are taught with behavior rehearsal combined with skill encouragement and positive reinforcement.
Child social skills trainers undergo 6 days of training spread over 6 months, combined with case supervision by a PMTO therapist. During their training, the participants are given lectures about conduct problems and their causes, manifestations, and developmental trajectories, assessment, and training in specific social skills relevant to children with behavior problems (e.g., anger management, problem solving and cooperation).
Evaluation of the Program-the Research
An overall research plan was initiated for the TIBIR program. The first goal of this research plan was to evaluate the long term effectiveness of all interventions in TIBIR. Also, in this first step, a study of how well the assessment procedures identified at-risk children has been initiated (data are currently being analyzed). The studies in step one included measures of potential mediators (e.g., parenting practices and fidelity) and moderators (child age, maternal mental distress), which enable investigations of how and with whom the interventions work. Secondly, the plan is to evaluate if combining interventions (e.g., BPT and TC) will provide better outcomes for children compared to one intervention (e.g., BPT) alone. Third, the goal is to conduct an overall evaluation of whether the full TIBIR program can reduce the prevalence level of conduct problems in the communities where implemented.
A preliminary version of TIBIR was implemented in a medium-sized Norwegian municipality (population of 30,000) in [2004] [2005] . With a quasiexperimental design, Kjøbli and Sørlie (2008) studied whether the program affected the conduct problems and learning climate in seven elementary schools in a Norwegian municipality. The municipality was divided in two and each section had equal chance of being assigned to receive TIBIR. Based on assessments by teachers, the study showed that student problem behavior in class was significantly reduced, and student relationships were significantly better in the implementation area than in the control area (Kjøbli and Sørlie 2008) . A study by Solholm and Jakobsen (2009) of two of these interventions (BPT and TC) indicated that when these short-term interventions were integrated into ordinary services, the interventionists were able to identify children with behavior problems and that the interventions had a positive effect on these problems. However, the study was not a randomized controlled study and did not include a control group. Therefore, it was not possible to draw conclusions regarding intervention effects.
As noted, all TIBIR interventions will be, or have been, compared to regular services in randomized effectiveness trials (with pre, post, and follow-up assessments). PMTO and BPT have been evaluated with positive outcomes (Kjøbli and Ogden 2012; Ogden and Hagen 2008) and all other interventions will be evaluated. Follow-up assessments made 6 months after the end of CSST, and PMTO PG have been completed and the data are currently being analyzed. A further study will also evaluate how well the screening procedures identify children with behavior problems.
Current Implementation Status
At present, 53 municipalities are participating in the implementation of TIBIR. This constitutes about 25 % of the population and a little more than 12 % of all 430 municipalities in Norway. More than 750 professionals have been trained in one of the five interventions of TIBIR. Some 200 professionals have also undertaken a course in the multiplegate assessment tools for the early identification of conduct problems. Increasing numbers of municipalities have expressed a desire to implement the TIBIR program and a system of regional coordinators has been established to supply the necessary training and supervision.
Discussion
TIBIR's six interventions are offered based on the severity and context of the problems and is a flexible approach tailoring intervention to level of severity in children and families. However, the development and implementation of TIBIR has represented, and will continue to represent, a complex and challenging task. First, PMTO had to be culturally adapted and translated into Norwegian (Ogden et al. 2005) . The cultural adaptations were carried out on several levels (e.g. terms chosen and examples used). Adaptations were tried out by the Norwegian therapist during training and were subsequently discussed with the US developers. The developers also had the opportunity to watch the Norwegian therapist on videotapes with transcriptions. Judging from the results of a Norwegian PMTO effectiveness study, this effort has been reasonably successful (Ogden and Hagen 2008) . Second, the theoretical principles of PMTO have been translated into several brief interventions that aim to identify and assess children with behavior problems as early as possible and to provide help in multiple arenas: at home, kindergarten, and school. It was also decided that these interventions should be provided by staff already working in the relevant service areas. As a third step, a preliminary version of the program was implemented in one municipality.
The implementation of TIBIR requires the training and supervision of a large number of people from different professions and the establishment of systems for quality assurance/fidelity maintenance across the service areas. Our aim is to create a shared understanding and terminology across the service areas that concern children with behavior problems, and to ensure the necessary intervention skills, in line with PMTO principles. As previous research has shown (Barnoski and Aos 2004) , fidelity to and consequently the effects of interventions are related to quality assurance procedures, such as supervision, certification, and recertification. Moreover, in a study of the Fidelity of Implementation Rating System (FIMP), an observational fidelity measure used in PMTO, the researchers found that fidelity predicted positive change in parenting practices . Recently, this finding was replicated in a Norwegian sample (Forgatch and DeGarmo 2011) . In TIBIR, the certification procedures are more comprehensive and time communing for the PMTO than for the other modules. At present the FIMP is used in connection to training, supervision, certification of Norwegian PMTO-therapist. There is no corresponding observation based system for the other interventionists. The quality assurance routines in these interventions so far are the training and case supervision they receive from certified PMTO-therapists. We are currently looking into various ways to further develop these procedures. One way to achieve better quality assurance has been the development of a parent reported adherence measure to BPT, which have been found to have predictive validity . Adherence measures to the other interventions have also been developed, but not yet validated. Parent reports are less expensive and time consuming than observational data (such as the FIMP), which is an advantage considering the fact that when interventions are scaled up, feasibility of measures becomes important. One other effort is the development of a website (www.pmto.no) where all interventionist can be registered in a nationwide data base. Through this website it is possible to monitor each interventionist with regard to activity level (e.g. workload, participation in training programs and supervision). In addition it will be possible to obtain parent ratings of adherence, enactment and intervention satisfaction. Whether the routine procedures of the other interventions of TIBIR are good enough to prevent fidelity drift remains an open question and an important topic for future research.
We are just starting to answer some of the basic questions that have arisen in regard to the implementation of TIBIR. These questions mainly concern the effectiveness, efficiency, and reach of the program. There have been few studies of the effects of the intervention in ordinary clinical practice (Weisz and Gray 2008) . Ongoing effectiveness trials that compare TIBIR interventions with usual practices will provide some answer to the question of whether it is worthwhile changing current practice in favor of the new interventions of TIBIR. Even if all the modules are deemed reasonably effective, there is still little knowledge of how the various modules work together and under what circumstances they should be administered, e.g., in pairs or trios. The problem of generalizing the changes from home to school and vice versa (Drugli and Larsson 2006; Ogden and Hagen 2008) suggests that ideally, there should be one parental intervention and one intervention aimed at the school/kindergarten. Although the TIBIR program assumes that more-extensive problems should prompt additional and more-extensive interventions, more research is required before we can relate the number and extensiveness of the interventions to the severity of the problem. There is a clear need for a study of the effectiveness of the program when implemented as a whole, compared with the implementation of various combinations of interventions. We must also investigate how various characteristics of the municipalities (e.g., population size, settlement pattern, service organizations) influence the program.
It is still unclear whether and to what degree various risk groups will make use of these interventions. For instance, we know from the Norwegian PMTO effectiveness study that it has been difficult to reach immigrant groups (Ogden and Hagen 2008) . Similarly, in the effectiveness trial on BPT, only 4.6 % had non-western background (Kjøbli and Ogden 2012) . A project directed toward reaching part of this population was conducted at the outset of the TIBIR implementation. The results led to the development of a specially designed PMTO PG for immigrant groups. This approach has been evaluated with positive outcomes (Bjorknes and Manger in press) and findings showed that recruitment from community information meetings were superior to recruitment from professionals and from the staff of the recruitment team. (Bjorknes et al. 2011) .
The Norwegian PMTO effectiveness study (Ogden and Hagen 2008) showed that PMTO was more efficient in children below the age of 8 years, indicating that age moderates the effects of PMTO. It seems reasonable to expect this effect in other TIBIR interventions because several of the TIBIR interventions target younger children. One way to accommodate this would be to develop interventions with a design and content better suited to older children, and another would be to investigate whether combinations of interventions other than parent training (e.g., CSST and TC) increase the effects on older children. However, because PMTO was originally adapted and developed for school-aged children and later on adapted for older preschool children, it may also be the case that families with the youngest children (i.e. 3 years) do not respond as well as older children. This has not yet been examined in our data. Future studies will allow the investigation of other factors that might moderate and mediate the improvement and refinement of the TIBIR interventions.
Several other topics must be addressed to further develop TIBIR. It is uncertain whether the efforts within TIBIR are sufficient to reduce the involvement of at-risk children with antisocial peers, which is a risk factor for further antisocial behavior (Dishion and Patterson 2006) . Although the results of the study by Kjøbli and Sørlie (2008) are promising, one of their findings indicated that TIBIR had no effect on problematic behavior in the school environment outside the classrooms. This may point to a weakness in the program: the interventions may not be sufficiently attuned to behaviors in these areas. Considering the importance that the deviant friendship process has been accorded in the literature, it seems likely that TIBIR can be strengthened when used in combination with interventions that more explicitly target behaviors in the school environment (e.g., school grounds). Examples of such programs are the School-wide Positive Behavioral Interventions and Supports (Bradshaw et al. 2010 ) and its Norwegian version (Sorlie and Ogden 2007) .
Finally, the impact of TIBIR on the prevalence of behavior problems in the population should be examined. Not only could such research answer the ultimate question of whether TIBIR has a public health impact, but such a study could also be helpful in establishing monitoring systems for behavior problems and their predictors. Monitoring systems that estimate the prevalence of conduct problems and the risk and protective factors associated with these problems offer a promising approach. Such strategies have been used in the community-wide model Communities That Care (Hawkins et al. 2002) . Letting surveys guide the dissemination of TIBIR would help reaching children at risk, and help the implementing agencies adjust their efforts to the level of conduct problems in the community. In this way, research and practice can be combined in real-world settings to improve the services provided to children with behavior problems and their families.
